Steroid therapy in chronic interstitial renal fibrosis: the case of Chinese-herb nephropathy Sir, Chinese-herb nephropathy (CHN) is a progressive interstitial renal fibrosis, initially reported to occur after exposure to herbal medicine containing aristolochic acids [1, 2] . In some CHN patients, corticosteroid therapy (Cs) was successfully attempted to slow the rate of progression of the disease. The first pilot study involved 14 CHN patients treated with Cs, with 12 of them included in the 1-year follow-up study already published [3] , whose clinical evolution was compared with 23 other control CHN patients not given corticosteroids (nCs). After 1 year of observation, only two of the 12 Cs CHN patients required renal replacement therapy (RRT) compared with 16 of the 23 nCs CHN control cases (Ps0.0045). Interestingly, in a recent study dealing with the relationship between the rate of progression of the renal disease in our CHN patients and the cumulative dose intake of Chinese herbs, we found that Cs treatment had actually slowed the progression to end-stage renal disease (ESRD) in some CHN patients [4] . As this report raised some questions [5] , we decided to investigate further the role of Cs therapy in the progression rate of CHN; first, by actualizing at 8 years the follow-up of the pilot study cohort (study 1); and secondly, by focusing on Cs therapy in the analysis of renal disease progression rate in the patient groups of the study of dose relationship (study 2).
According to the pilot study, Cs therapy (treatment is detailed in [3] ) was actually proposed to all CHN patients referred to us with moderate but progressive renal failure. This means that Cs therapy was proposed neither to patients with preterminal renal failure [plasma creatinine (P creat ) )4 mgudl] nor to patients with stable renal function. Fourteen CHN patients were included in the Cs group of the pilot study (study 1). They were also taken into account in study 2, as well as nine additional CHN patients having received Cs after completion of the pilot study. Two of these nine patients were given Cs despite the fact that P creat was )4 mgudl (4.1 and 5.8 mgudl, respectively). For the nCs CHN control group of patients, there was a significant difference between study 1 and study 2. For study 1, according to the pilot study protocol, nCs CHN patients with preterminal renal failure or stable renal disease, similar to the Cs group, were excluded from the control group, while 11 patients cared for in other nephrology centres were included in the 23 nCs CHN control group. For study 2, on the other hand, all nCs CHN patients from our centre were included whatever the degree of renal failure, while patients from other centres were excluded. This means that studies 1 and 2 had only 12 patients of the control group in common.
For study 1, the results of the follow-up of the 37 CHN patients (14 Cs, 23 nCs) are shown in Table 1 . After 1 year, 12 out of 14 Cs patients escaped RRT, in comparison with seven out of 23 nCs patients (Ps0.0019). Three years later, the evolution of the same cohort was re-analysed: six of the 14 Cs CHN patients were still receiving conservative treatment, compared with two of the 23 nCs CHN patients (Ps0.0345) [6] . At 8 years, the corresponding figures were three out of 14 and one out of 23, respectively (not significant, Ps0.1419) ( Table 1) .
For study 2, a total of 22 CHN patients treated with Cs were finally identified in our database [4] . Fifteen of them belonged to the ESRD group (ns44), while the remaining seven were in the chronic renal failure (CRF) group (ns27). Within these two groups, no statistical difference was found between the mean ("SEM) cumulative dose of the so-called Stephania tetrandra-actually replaced by Aristolochia fangchi (symbolized by ST-AF )-ingested by Cs and nCs patients [ESRD group: 215"24 vs 180"15 g, respectively (Ps0.20); CRF group: 125"19 vs 143"2.1 g, respectively (Ps0.64)]. In contrast, among Cs-treated patients, significantly higher amounts of ST-AF had been ingested by patients who developed ESRD further (Table 2) .
In this ESRD group, levels of P creat at the initiation of Cs were significantly higher and a treatment with Cs was initiated more rapidly compared with CRF patients, 
